Subcutaneous emphysema -An unexpected cause for respiratory distress during vitreoretinal surgery under peribulbar block
Sir, In our country, ophthalmic blocks are usually performed by the operating surgeon. However, in cases of complications, the anaesthesiologist is called for management of the emergency situation. Here, we report an unexpected respiratory complication following globe perforation during peribulbar block.
A 65-year-old-male with cataract and vitreous haemorrhage in the left eye was scheduled for phacoemulsion and vitrectomy under peribulbar block. He had no other co-morbid illness. After attaching monitors (electrocardiogram, non-invasive blood pressure and pulse-oximetery probe), the ophthalmic resident performed left eye peribulbar block with 5 ml 2% lignocaine and 5 ml 0.5% bupivacaine at inferotemporal and medial region.
After air-fluid exchange in vitrectomy, the patient complained of respiratory discomfort and upper chest pain. The attending anaesthesiologist noticed that the patient's heart rate was 100/min, respiratory rate around 20/min with blood pressure 130/85 mmHg and 97% saturation. On lifting the drapes, there was puffiness of face, swelling over the left eye, neck and upper chest [ Figure 1 ]. Palpation revealed crepitus over subcutaneous tissue. On auscultation, air entry was equal on both sides and except for the subcutaneous crepitation, there was no other added sound. A provisional diagnosis of subcutaneous emphysema was made but the cause for the emphysema was not evident at that time. Respiratory symptoms resolved after propped up position and supplemental oxygen for 2 h. An urgent chest X-ray was done to rule out pneumothorax and pneumomediastinum. The patient was monitored in the post-anaesthesia care unit for 24 h during which otorhinolaryngologist and pulmonary medicine consultations were done.
Subcutaneous emphysema leading to respiratory distress during vitrectomy is rare and unanticipated. Surgical emphysema has been reported after orbital floor fracture, tracheobronchial or lung injury.
Other mechanisms include accidental injection of compressed gas into subcutaneous tissue. There have been previous reports of subcutaneous emphysema following dental and endoscopic surgeries where compressed gases were used. [1] Colson et al. had also reported subcutaneous emphysema and pneumomediastinum during vitreoretinal surgery. [2] They proposed that excessive infusion pressure due to equipment malfunction had forced pressurized gas to sweep through microlacerations in the retina and through the puncture site of retrobulbar block. However, in our case, the infusion pressures were maintained between 25 and 30 mmHg only.
While looking for the possible causes for subcutaneous emphysema in our case, the operating surgeon revealed that he had noticed a small, apparently insignificant retinal perforation in the inferonasal region. Although less common, globe perforation is a well-known complication of peribulbar bock. [3] Extravasation of pressurized air and fluid through the unrecognized globe perforation due to peribulbar block explains the cause for subcutaneous emphysema in our case. Asnani et al. had reported subcutaneous emphysema following vitreo-retinal surgery in a perforated globe. [4] They postulated that the needle tract through sclera, orbital septum, subcutaneous tissue and skin could have provided the path of least resistance for the air-fluid to escape. Even though our patient made an uneventful recovery, compression optic neuropathy, central retinal artery compression, pneumomediastinum and airway obstruction are the ocular and life-threatening complications of subcutaneous emphysema. 
To conclude unrecognized globe perforation might present as subcutaneous emphysema
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Use of caudal epidural catheter in a child with cerebral palsy with prior posterior spine (T1-sacrum) fusion
Sir,
Children with spastic cerebral palsy (CP) undergo extensive bilateral orthopaedic procedures such as pelvic and femoral osteotomies and tendon transfers and releases. Epidural catheter placement for pain management is an effective, reliable method of post-operative pain control in children with CP [1] and is our primary choice for post-operative pain management. However, a prior posterior spine fusion (PSF) from the first thoracic vertebra (T1) to the sacrum renders placing a lumbar epidural procedurally difficult. [2, 3] A caudal approach may be used as the sacrococcygeal structures distal to the first sacral vertebra are intact.
Insertion of caudal epidural catheter in patients with previous PSF is not a commonly performed procedure as evidenced by the scarcity of literature reports. In our institution, the patient population of children with CP is fairly large and they frequently undergo major lower extremity orthopaedic surgery. Caudal access to the epidural space is a familiar approach to post-operative pain management at our institution. We present such a case and its management, including the procedural aspects. Institutional review board approval and written consent from the parent were obtained for publication.
A 15-year-old boy, weighing 35.4 kg with medical history of spastic quadriplegic CP pattern secondary to post-traumatic brain injury, developmental delays, seizure disorder, reactive airway disease and gastroesophageal reflux disease with gastrostomy tube,
